Objective: People dealing with serious mental illness frequently report turning to religion to help cope with the disorder. However, little is known about how religion impacts commitment to psychotherapy programs for people with schizophrenia and their caregivers. Method: In a sample of 64 families enrolled in a culturally informed family treatment for schizophrenia that targets religiosity, we hypothesized that patients and caregivers who use high levels of adaptive religious coping and low levels of maladaptive religious coping, would be less likely to drop out of treatment than their counterparts. Results: In line with hypotheses, results demonstrated that greater maladaptive religious coping was associated with fewer family therapy sessions attended. Contrary to expectations, greater adaptive religious coping was also associated with attending fewer family therapy sessions. Conclusion: Results suggest that any type of religious coping may be associated with higher levels of attrition from family therapy. Perhaps spiritual/religious people are already getting support and guidance from their beliefs and practices that aid them in coping with mental illness. Results may also suggest that there is a "religiosity gap" in which religious individuals perceive a disconnect between their beliefs and the beliefs of their mental health providers. It is important to point out that in this study, of those who dropped out prematurely, nearly all did so before the religiosity segment of treatment even began. Modifying how family treatments are introduced early on in therapy to ensure they appear congruent with the beliefs and values of religious families may help to reduce attrition.
Prior research suggests that using religion as a coping resource when facing stressful life events (e.g., mental illness in the family) is quite common, particularly among some ethnic minority groups such as Blacks and Hispanics/Latinos 1 (Chatters, Taylor, Jackson, & Lincoln, 2008; Dessio et al., 2004; Esterberg & Compton, 2006; Weisman, Gomes, & López, 2003) . In addition, religiosity has demonstrated a strong relationship with schizophrenia symptomatology and course of illness. For example, greater religiosity has been found to be associated with greater symptom remission and less substance use in patients with schizophrenia and other psychotic disorders (Borras et al., 2007) . Esterberg and Compton (2006) found that religious and/or spiritual beliefs about schizophrenia played an important role in their sample of Black patients and suggest that these beliefs may influence how family members cope with and make decisions about how to seek help for the illness. Weisman et al. (2003) similarly found that nearly 40% of less acculturated Hispanics/Latinos with a relative with schizophrenia used their religion as a way to cope with the stressors of the illness. Thus, religiosity may also be related to treatment beliefs and behaviors such as the decision to prematurely drop out of family treatments. Previous studies have demonstrated that family treatments are effective in reducing patient symptom severity, hospitalizations, and relapse rates (e.g., Pitschel-Walz, Leucht, Bäuml, Kissling, & Engel, 2001; Weisman de Mamani, Weintraub, Gurak, & Maura, 2014) . However, as few as 0.7% to 8.0% of families coping with severe mental illness receive any family therapy at all (Dixon et al., 1999) . To date, the majority of attrition studies have focused on fixed, demographic variables. For exam-ple, younger age, male gender, lower level of education or income, and ethnic minority status have been found to be associated with higher attrition rates (O'Brien, Fahmy, & Singh, 2009; Salmoiraghi & Sambhi, 2010; Swift & Greenberg, 2012; Wierzbicki & Pekarik, 1993) . Attrition rates are noted to be high in family treatments ranging from 40% to 60% (Wierzbicki & Pekarik, 1993) . The majority of studies indicate that the largest percentage of dropouts occur earlier as opposed to later in treatment programs, typically within the first few sessions (e.g., Harris, 1998; Swift & Greenberg, 2012) . To the best of our knowledge, no studies to date have specifically examined sociocultural factors that may predict attrition from family treatments for schizophrenia. Surprisingly, religiosity has yet to be examined as a potential predictor of attrition. Although religiosity is typically an integral part of Black and Hispanic/Latino families (Weisman, 1997; Weisman & López, 1996) , it is a common coping resource for many families, which is why it may be a particularly strong predictor of treatment-related decisions.
Previous findings demonstrate that maladaptive uses of religious coping such as passively relying on prayer or holding punishing God appraisals, negatively impact physical and mental health behaviors and outcomes. For example, Blacks with strong religious beliefs who put their fate entirely in "the hands of God" are less likely to abstain from smoking (Hooper, Baker, de Ybarra, McNutt, & Ahluwalia, 2012) and are also less likely to engage in preventive health behaviors such as getting breast cancer screenings (e.g., Kinney, Emery, Dudley, & Croyle, 2002) . Relatedly, in a sample of chronic pain patients, Edwards, Moric, Husfeldt, Buvanendran, and Ivankovich (2005) found Black and Hispanic/ Latino patients relied more heavily on a "passive" coping strategy of prayer when compared with White patients. Interestingly, the authors found that passive forms of coping were related to greater pain, distress, and disability (Edwards et al., 2005) . Thus, it seems that more passive or inactive means of coping with illness (e.g., relying solely on prayer or faith that God will take care of all problems) may lead individuals to take a "back seat" approach to their health care and simply wait to see what their fate will be (e.g., "I let God solve my problems for me."). Furthermore, endorsing maladaptive religious beliefs such as punishing God appraisals (e.g., viewing an event as a punishment from God) has been found to be associated with greater psychological distress, poorer psychological wellbeing (Phillips & Stein, 2007) , and faster disease progression in individuals with HIV (Ironson et al., 2011) . For example, Lee, Roberts, and Gibbons (2013) found that in a sample of college students coping with the death of a loved one, negative religious coping (e.g., endorsing beliefs such as, "Wondered whether God had abandoned me.") was associated with increased negative emotions and prolonged recovery from grief. Holding these types of beliefs also seems to coincide with a more passive religious coping style in which God has already predetermined one's fate and since the individual feels that they have little control or say in the situation, they adopt an inactive stance (e.g., "What's the point?" or "I will focus on the world-to-come rather than the problems of this world."). Furthermore, holding beliefs of punishment from or abandonment by God can also lead to feelings of discontent and resentment with one's religion (e.g., "I felt angry with or distant from God." or "I questioned my religious beliefs and faith."). Based on the literature reviewed above, maladaptive forms of religious coping and holding negative religious appraisals may make individuals feel as if they have little control in a situation at hand. Therefore, these individuals may be more likely to adopt an inactive stance toward mental health care (e.g., "What's the point in trying if my fate has been decided for me?") and drop out of treatment.
On the other hand, previous studies also suggest that adaptive religious beliefs (e.g., viewing a negative event as a life lesson from God which ultimately serves to strengthen the person) may provide a foundation for meaning making in coping with mental illness and may also create an opportunity for spiritual growth (Tabak & Weisman de Mamani, 2014) . Furthermore, positive religious appraisals can instill a sense of hope and optimism and help individuals make sense of life events (Weisman, 2005) . For example, religious reappraisals that aid individuals in benefitfinding related to life experiences (e.g., "Found the lesson from God in the event.") or feeling as if they have the collaboration of God in attempting to solve life problems (e.g., "Took control over what I could and gave the rest to God."), have been found to be associated with a greater sense of personal control and better quality of life (e.g., Pargament et al., 1988) . Individuals who rely on their religious belief systems as a resource to help them through a difficult time (vs. solving their problems for them) may be empowered by tenets such as, "God helps those that help themselves" to seek out ways in which they can improve their situation. Instead of submitting to a difficult situation and taking on a "woe is me" attitude, these individuals may be more likely to adopt a "can do" attitude as they go forth with the assistance and support of their religion (e.g., "In dealing with the problem, I was guided by God."). Thus, it seems likely that adaptive religious beliefs and appraisals may positively influence retention rates in treatment because these individuals may be more likely to actively seek out ways in which they can improve their family's situation and may be more committed to being a unified front against mental illness.
In the context of a newly developed, culturally informed family treatment for schizophrenia (CIT-S; Weisman de Mamani et al., 2014) , the current study examined patient and primary caregiver religiosity in an attempt to predict premature family dropout. As religion/spirituality is a topic covered in the CIT-S treatment, results from the current study may allow us to better predict those at high risk for attrition and identify a sociocultural variable that could be targeted and modified early in treatment. Results may help decrease the risk of premature dropout and ensure that families are staying in treatments for schizophrenia long enough to obtain benefit.
The Current Study
This study aimed to examine religiosity and its relationship with attrition in an ethnically diverse sample of families (patients and their primary caregivers) coping with schizophrenia. Based on the literature reviewed above, the current study tested the following hypotheses in patients and caregivers: (a) Greater adaptive religious coping (i.e., greater overall religiosity, greater use of spiritually based coping, greater endorsement of good deeds, greater use of interpersonal religious support) would be associated with a greater number of family therapy sessions attended. (b) Greater maladaptive forms of religious coping (i.e., demonstrating discontent with God and/or religious faith, pleading with God, greater use of religious avoidance) would be associated with a lower number This document is copyrighted by the American Psychological Association or one of its allied publishers.
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of family therapy sessions attended. (c) On an exploratory basis, we attempted to pinpoint the session(s) in which the majority of families dropped out of the CIT-S.
Method Sample
The current study is part of a larger treatment study examining the efficacy of a culturally informed family treatment for schizophrenia (CIT-S) when compared to a psychoeducational (PSY-ED) comparison condition . Weisman de found that CIT-S outperformed PSY-ED in reducing patient psychiatric symptom severity with a medium effect size. Weisman de Mamani and Suro (2016) further found that the treatment reduced caregiver burden relative to PSY-ED with a large effect. Maura and Weisman de Mamani (2017) further tested a multifamily version of CIT-S and found that patients who participated in the CIT-S group had significantly lower psychiatric symptoms at termination compared to their own baseline and compared to patients assigned to a waitlist control condition. With the efficacy of CIT-S already established, the current study focused on evaluating the role of religion in predicting attrition in CIT-S, an intervention that directly targets religion as a core treatment component.
Patients with schizophrenia and their family members were recruited for the study at the University of Miami Department of Psychology (see Weisman de Mamani et al., 2014) . Our print advertisements stated, "Have you or one of your relatives been diagnosed with schizophrenia or schizoaffective disorder? If so, you may be eligible to participate in a research study. During the study you will take part in an interview (regarding symptoms, how you cope with the illness, and cultural information) and, if interested, you may also be eligible for a free family therapy for schizophrenia/schizoaffective disorder. Interviews/therapy are available in English and Spanish. You will be compensated $25 for your interview time."
All participants that inquired about treatment details during their phone screen or assessment were provided with information about the five CIT-S modules. After the baseline assessment (approximately 3 hr), families were randomly assigned to the CIT-S or PSY-ED family therapy treatment conditions. The current study's sample is only comprised of the families randomized to the CIT-S treatment condition because PSY-ED is only three sessions and does not focus on religion (CIT-S is described in detail below). Several family members could participate in the study together. However, to ensure independence of data, the current study only used data from patients and primary caregivers. Primary caregiver status was defined as the relative who reported spending the most time with the patient. Professional or paid caregivers were not eligible to participate in the current study. Sixty-four CIT-S families comprised the current study sample. 
A Culturally-Informed Treatment for Schizophrenia (CIT-S)
CIT-S is a fully manualized family treatment with five modules. Each topic is discussed for 3 weeks for a total of 15 weekly sessions lasting 60 -75 min per session (see Weisman, 2005; Weisman, Duarte, Koneru, & Wasserman, 2006) . All materials are available in English or Spanish. CIT-S incorporates therapeutic elements informed by cross-cultural research and includes two novel modules on religion/spirituality and family collectivism . CIT-S also takes into consideration the beliefs, behaviors, and practices of the family presenting to treatment and aims to incorporate these constructs into treatment. In other words, CIT-S is tailored to account for a family's established cultural values and does not aim to sway the family in a particular direction (e.g., toward a specific organized religion). CIT-S attempts to access and foster adaptive beliefs, behaviors, and cultural practices of families' backgrounds while also attempting to modify maladaptive beliefs and behaviors. An additional goal of the CIT-S treatment is to foster spiritual beliefs and perceptions of family collectivism.
Family collectivism (Module 1). The primary objective of this module is to enhance the families' perspective that they are a part of a unified team working toward the same goal. Handouts, activities, and homework assignments are used to generate discussions about how family members view their personal identity in the family unit, their values and contributions, what they like about their family, and what part(s) of the family dynamic they would like to see change. Through these discussions, the therapist works to unify the family, emphasize commonalities, and deemphasize differences . Emphasis is also placed on how the family can work together as a unit to improve family functioning, reduce family problems, and best care for the patient.
Psychoeducation (Module 2).
This module is primarily drawn from a previously developed intervention (Falloon, Boyd, & McGill, 1984) that was adapted by others (Miklowitz, 2008; Miklowitz & Goldstein, 1997; Mueser & Glynn, 1999) . The objective This document is copyrighted by the American Psychological Association or one of its allied publishers.
of this segment is to educate patients and their family members on the common symptoms of schizophrenia, prodromal symptoms that may be indicative of an impending relapse, and information on the diathesis-stress model of schizophrenia including genetic vulnerability and environmental factors that can exacerbate the illness. Families also learn about the impact that the family environment can have on the patient's course of illness. Religion/spirituality (Module 3). The objective of the third module is to aid family members in tapping into spiritual or existential beliefs they have which may serve as an adaptive coping skill or resource in dealing with the illness. Open-ended questions help guide the discussion about participants' history of their spiritual beliefs, practices, and values, beliefs about God or other supreme being, and their perspective on the meaning of life. Participants are also asked to discuss the meaning of spiritual concepts such as forgiveness, empathy, gratitude, generosity, compassion, and other values that the family finds important. Family members are encouraged to discuss spiritual practices that they currently use or would like to use such as prayer, meditation, yoga, volunteering in the community, or attending religious services. Family members are encouraged to identify how becoming involved in (or reconnecting with) these activities might be beneficial to them and then attempt to engage in the activities more often. It is important to note that therapists do not push or encourage any particular set of religious beliefs but instead, attempt to discuss the aforementioned concepts in the context of the family's existing religious or spiritual beliefs. If families or certain family members do not subscribe to a particular religion or do not wish to discuss their religious beliefs, the therapist provides a parallel set of handouts that target existential and philosophical beliefs. Many of the concepts and values previously mentioned in the religious handouts (e.g., forgiveness, gratitude, compassion) are also addressed in the existential handouts and are relevant to treatment regardless of participant spiritual or religious beliefs. During this module, the therapist attempts to foster adaptive spiritual beliefs while attempting to reframe any maladaptive uses of religion such as passive use of religious practices (e.g., "I only need to pray about it and God will take care of everything.") or unhelpful beliefs (e.g., "Mental illness is a punishment from God.").
Communication training (Module 4). The last two modules of CIT-S are also largely drawn from previously developed interventions which have demonstrated strong empirical support in families coping with schizophrenia and bipolar disorder (Falloon et al., 1984; Miklowitz & Goldstein, 1997) . In the communicationtraining module, family members learn a specific set of skills designed to help families express themselves and support each other more effectively. This module discusses the techniques of active listening, expressing positive and negative feelings, and making requests for behavioral change.
Problem-solving (Module 5). In the final module of treatment, family members are taught a systematic way to enhance their problem-solving skills and apply them to the challenges associated with coping with schizophrenia. Through use of a step-by-step handout, family members work together to identify a problem, brainstorm all possible solutions, evaluate each solution, choose the optimal solution(s), and then create a strategy and plan for implementing the chosen solution. This module creates an opportunity for family members to collaborate and strategize together to create a plan that is acceptable to all family members. We provide case examples in the following papers that illustrate how this culturally informed treatment functions: and Weisman et al. (2006) .
Attrition
The number of therapy sessions (0 -15) that families attended was documented. Families who missed sessions or no-showed were rescheduled for the following week or soon after, based on the family's availability. In other words, a missed session did not equate to missing any modules as families were scheduled to pick up where they had left off. If a family did not return multiple calls for a period of 1 month, they were considered a dropout and not contacted further. Treatment completion was defined as attending all 15 CIT-S therapy sessions. Families that left treatment any time after the baseline assessment/randomization to CIT-S but before the 15th and final therapy session were considered noncompleters. Of the 64 CIT-S families, 26 families completed treatment (40.6%) and 38 families dropped out prematurely (59.4%). The average number of sessions attended was 4.53 (SD ϭ 5.88) Please see CONSORT flow diagram (Figure 1 ).
Translation of Materials
All study materials including consent forms, assessment measures, and therapy materials were provided in English or Spanish. Materials were translated from English to Spanish using an editorial board approach. The editorial board was comprised of individuals from diverse Hispanic/Latino backgrounds including Cuba, Colombia, Nicaragua, Costa Rica, Mexico, and Puerto Rico. This translation method is considered to be more effective than translation-back translation as the review board takes into account within-group language variations (Geisinger, 1994) . Study materials were first translated into Spanish by a native Spanish speaker. Each member of the editorial review board then independently reviewed the Spanish versions and compared them to the English versions. The review board convened and discussed any discrepancies with the goal of having materials written in the most generic and universally understood wording. It was also important that the wording in the Spanish versions of the documents continued to accurately reflect the original English meaning of the constructs. The editorial review board continued to meet and compare the Spanish and English versions until a consensus was reached on all remaining discrepancies.
Informed Consent
All participants provided written informed consent through forms approved by the University of Miami Institutional Review Board. Due to participant variability in reading fluency, assessments were conducted by bilingual research associates and all measures were administered in a verbal interview format in which the assessor recorded participant responses.
Eligibility for the Current Study
Patients for the current study were required to meet DSM lifetime criteria for a schizophrenia or schizoaffective diagnosis. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
Symptoms module (First, Spitzer, Gibbon, & Williams, 2002) , was used for diagnosis confirmation and was administered by graduate level research assistants. The SCID-I/P has previously demonstrated high interrater reliability for both symptoms and diagnoses (Ventura, Liberman, Green, Shaner, & Mintz, 1998) . To determine interrater reliability, the Principal Investigator (Amy Weisman de Mamani) and all other interviewers for the current study, watched six videotapes of SCID-I/P interviews and provided their independent determinations of patient diagnoses. Interrater agreement for the current study using Cohen's Kappa was 1.0. Although the majority of individuals with schizophrenia who participated in our study continued to experience some symptoms of psychosis, we excluded a handful of individuals who were severely psychotic and therefore, unable to tolerate lengthy assessments, hour-long therapy sessions, and/or would have difficulty understanding the material being covered in therapy. The criteria that was used to indicate this was based on scores of 6 (severe) or 7 (extremely severe) on any of the four Brief Psychiatric Rating Scale (BPRS) core psychosis items: unusual thought content, suspiciousness, hallucinations, and conceptual disorganization. Participants who received these scores were referred out for more comprehensive care. Additional exclusion criteria included being suicidal at the time of the assessment, having a suicide attempt within the last year, an involuntary hospitalization within the past 3 months, or having ever been incarcerated for violent crimes.
Measures
Religious/moral values. Patient and caregiver religiosity was assessed using the Moral-Religious Emphasis subscale of the Family Environment Scale (FES; Moos & Moos, 1981) . This subscale is designed to assess the degree to which family members actively discuss and emphasize ethical and religious matters (Moos & Moos, 1976) . This subscale consists of nine true/false items, which were summed and calculated such that higher scores were indicative of greater religious and moral emphasis. A sample item is "Family members attend church, synagogue, or Sunday School fairly often." Internal reliability for the subscale is reported to have a Cronbach's alpha of .78 (Moos & Moos, 1981 ). In the current study, Cronbach's alpha was .77 for patients and .59 for caregivers.
Religious coping. Adaptive and maladaptive religious coping were measured with the Religious Coping Activities Scale (RCAS; Pargament et al., 1990) . The RCAS is comprised of 29 statements in which participants rate the extent to which the item is or is not related to their religious coping. Responses choices are "not at all," "somewhat," "quite a bit," or "a great deal." The RCAS contains six subscales in which higher scores are indicative of greater use of that type of religious coping activity: (a) the Spiritual Based Coping subscale (12 items; e.g., "Used my faith to help me decide how to cope with the situation"); (b) the Good Deeds subscale (six This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
items; e.g., "Tried to be less sinful"); (c) the Discontent subscale (three items, e.g., "Felt angry with or distant from God"); (d) the Interpersonal Religious Support subscale (two items; e.g., "Received support from other members of the church"); (e) the Plead subscale (three items; e.g., "Bargained with God to make things better"); and (f) the Religious Avoidance subscale (three items; e.g., "Prayed or read the Bible to keep my mind off my problems."). The Spiritual Based Coping, Good Deeds, and Interpersonal Religious Support subscales were indicative of adaptive religious coping whereas the Discontent, Plead, and Religious Avoidance subscales represented maladaptive religious coping (Pargament et al., 1990; Pargament, Smith, Koenig, & Perez, 1998; Thompson & Vardaman, 1997) . Internal reliability for the subscales is reported to range from adequate to excellent by the scale's developers (Pargament et al., 1990 Patient symptom severity. Severity of patient psychotic symptoms was measured through use of the BPRS (Lukoff, Nuechterlein, & Ventura, 1986; Overall & Gorham, 1962) . The BPRS is a 24-item, semistructured interview which assesses the following eight areas: unusual thought content, hallucinations, conceptual disorganization, depression, suicidality, self-neglect, bizarre behavior, and hostility. The 24 items are assessed using a 7-point anchor ranging from 1 (a not present symptom) to 7 (an extremely severe level of the symptom). Total BPRS scores were obtained by summing scores on all 24 items with higher total scores indicating greater symptom severity. The BPRS is reported to have good reliability and has been reported as having intraclass coefficients ranging from .74 to 1.00 on scale items (Weisman, Rosales, Kymalainen, & Armesto, 2005 
Proposed Analytic Plan
Preliminary analyses. Statistical analyses were conducted using SPSS statistics software, Version 22. All variables were assessed for outliers and normality and were transformed, if necessary. Non-normality was identified when univariate values of 2.0 or greater were present for skewness and values of 7.0 or greater were present for kurtosis (Curran, West, & Finch, 1996) . In line with prior research and to identify any potential covariates, the relationships among variables previously found to be associated with attrition (age, gender, education, ethnicity, patient symptom severity) were examined. Significant covariates were statistically controlled for in the primary analyses.
Primary analyses. Multiple linear regression. A series of hierarchical multiple linear regression analyses were conducted. The number of therapy sessions that the family attended (0 to 15) was the dependent variable which was regressed upon the independent variables. Primary study variables were examined to determine if they predicted the number of family therapy sessions attended over and above the covariates. All primary study variables that were determined to be significant predictors of the number of family therapy sessions attended were then entered into another linear regression analysis together to determine if the linear combination of the primary study variables predicted the number of family therapy sessions attended over and above the linear combination of covariates.
Survival analysis. On an exploratory basis, we applied survival analysis techniques to determine which session(s) the majority of families dropped out of CIT-S. The Life Tables cumulative survival graph allowed us to determine which session(s) families dropped out most frequently. The number and proportion of families that dropped out of these sessions, the proportion of the sample that remained in treatment ("survived"), probability density, and hazard rates are provided for the highest-risk sessions. A series of Kaplan-Meier analyses were also conducted to determine This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
if there were significant differences in the number of therapy sessions attended between high and low levels of the significant covariates and predictor variables from our regression analyses. Each variable was dichotomized into "low" and "high" levels based on histograms and median scores. If log rank (Mantel-Cox) test results were significant, a graph of the cumulative probability of survival, mean estimates of the number of therapy sessions attended, standard errors (SE), the median number of sessions attended, and confidence intervals were provided for each group.
Results

Preliminary Analyses
Missing data. All study variables had missing data. However, the data did not appear to be affected by systematic response biases and Little's Missing Completely at Random test supports this assertion, 2 (778) ϭ 804.977, p ϭ .244. Thus, listwise deletion was used.
Normality of study variables. The skew and kurtosis of all study variables had values within a conservative Ϫ1 to ϩ1 range and no transformations were required. Table 1 (patients) and Table  2 (caregivers) contain descriptive statistics for all continuous variables (n, mean, standard deviation, possible range, observed range, skew, kurtosis).
Covariates. The identification of potential covariates was conducted through use of Pearson correlations for continuous variables (see Table 3 for correlation matrix), independent sample t tests for dichotomous variables (patient and caregiver gender), and one-way analyses of variance with post hoc Bonferroni comparisons for categorical covariates (patient and caregiver ethnicity and education). Older caregiver age was associated with a greater number of family therapy sessions attended, r ϭ .429, p Ͻ .001. Greater patient psychiatric symptom severity (BPRS total scores) was associated with fewer family therapy sessions attended, r ϭ Ϫ.292, p ϭ .036. Significant differences in the number of family therapy sessions based on patient ethnicity were observed, F(3, 48) ϭ 6.055, p ϭ .001, such that families with Black patients had a lower average number of therapy sessions attended (M ϭ 1.18, SD ϭ 3.63) when compared to families with White patients (M ϭ 10.78, SD ϭ 6.42; p ϭ .002) or Hispanic/Latino patients (M ϭ 7.61, SD ϭ 7.0; p ϭ .010). No other between-groups ethnicity comparisons were significant. Similar differences in the number of family therapy sessions were observed based on caregiver ethnicity, F(3, 60) ϭ 11.907, p Ͻ .001, such that families with Black caregivers had a lower average number of therapy sessions attended (M ϭ .316, SD ϭ .671) when compared to families with White caregivers (M ϭ 10.83, SD ϭ 6.56; p Ͻ .001) or Hispanic/Latino caregivers (M ϭ 7.50, SD ϭ 6.73; p Ͻ .001).
No other between-groups ethnicity comparisons were significant. Significant differences were also noted for caregiver level of education, F(2, 61) ϭ 26.715, p Ͻ .001, such that families with caregivers who attended some college to advanced degree had a higher average number of therapy sessions attended (M ϭ 11.40, SD ϭ .614) when compared to families with caregivers who completed high school (M ϭ 1.550, SD ϭ 3.66; p Ͻ .001) or with caregivers with some high school education or lower (M ϭ 2.46, SD ϭ 4.46; p Ͻ .001). Significant differences in the number of sessions attended were not observed for other variables: patient gender, t(52) ϭ 1.248, p ϭ .218; caregiver gender, t(62) ϭ Ϫ1.473, p ϭ .146; and patient education, F(6, 46) ϭ 1.681, p ϭ .147. Therefore, caregiver age, patient symptom severity, patient and caregiver ethnicity, and caregiver education were controlled for in the primary analyses.
Primary Analyses
Hierarchical multiple linear regression. Study hypotheses related to maladaptive religious coping were supported in that higher patient Plead scores on the Religious Coping Activities Scale (RCAS) were predictive of a lower number of family therapy sessions attended. Results were in the opposite direction of study hypotheses related to adaptive religious coping as higher scores on This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
the following variables were predictive of a lower number of family therapy sessions attended: Patient Family Environment Scale (FES) Religiosity, Patient RCAS Interpersonal Religious Support, Caregiver RCAS Good Deeds, and Caregiver RCAS Interpersonal Religious Support. Contrary to study hypotheses, the remainder of primary study variables examined were not significant predictors of the number of family therapy sessions attended. An additional model was run in which number of family therapy sessions attended was regressed upon covariates and primary study variables identified as significant predictors of number of family therapy sessions attended. Study hypotheses related to maladaptive religious coping were supported as higher patient RCAS Plead scores remained predictive of fewer family therapy sessions attended. Results were in the opposite direction of study hypotheses related to adaptive religious coping as higher Caregiver RCAS Interpersonal Religious Support scores continued to be predictive of fewer family therapy sessions attended. The remaining primary study variables were not significant predictors of number of family therapy sessions attended (Patient FES Religiosity; Patient RCAS Interpersonal Religious Support; Caregiver RCAS Good Deeds). Please see Table 4 for a summary table of these findings and Table  5 for all statistical figures.
2
Survival Analysis
Results of the life tables function indicated that the majority of families who left treatment prematurely dropped out after randomization (Session 0) and before Session 1. Sessions 1 through 3 experienced the next highest losses of families to premature dropout. However, the likelihood of premature dropout decreased with each session. Results also demonstrated that no families left treatment from Session 10 onward with the proportion of those lost to premature dropout remaining the same for Sessions 10 through 15. In other words, if families were able to remain in treatment until Session 10 (which coincides with the end of the religiosity segment), their risk of dropout was essentially nonexistent. Please see Figure 2 for life tables graph and Table 6 for the number of families that dropped out per session as well as proportion terminated, proportion surviving, probability density, and hazard rates.
Results of the Kaplan-Meier analysis for Patient RCAS Plead indicated significant between-groups differences such that families with patients who had low plead scores attended a greater number of therapy sessions when compared to families in which patients had high scores. Please see Figure 3 and log rank (Mantel-Cox) test results. Results of the Kaplan-Meier analysis for Caregiver RCAS Good Deeds also indicated significant between-groups differences in which families with caregivers who had low good deeds scores attended a greater number of therapy sessions when Table 4 Summary of Multiple Linear Regression Analyses Higher scores on all significant predictor variables were predictive of fewer family therapy sessions attended. 2 In the current study, we analyzed the relationships between potential covariates (patient and caregiver age, gender, ethnicity, education, patient symptom severity) to assess whether any of these mediated or moderated the relationship between religion and attrition/sessions attended. With respect to mediation, neither education nor patient symptom severity were associated with both religion and attrition (a necessary prerequisite for mediation). Therefore, full mediation models were not assessed. In addition, there were no significant interactions between the other covariates and religiosity in predicting attrition/sessions attended. Thus, moderation was not supported either. This document is copyrighted by the American Psychological Association or one of its allied publishers.
compared to families in which caregivers had high scores. Please see Figure 4 and log rank (Mantel-Cox) test results. Results for the following variables did not demonstrate significant betweengroups differences: Patient psychiatric symptom severity, Patient FES Religiosity, Patient RCAS Interpersonal Religious Support, and Caregiver RCAS Interpersonal Religious Support.
Discussion
The primary objective of the current study was to assess whether religiosity predicted premature dropout from a culturally informed family intervention for schizophrenia. We hypothesized that for patients and caregivers, higher levels of adaptive religious coping would be associated with a greater number of family therapy sessions attended. We also hypothesized that higher levels of maladaptive religious coping would be associated with fewer sessions attended. Surprisingly, and contrary to expectations, within our sample, greater religiosity was associated with attending fewer family therapy sessions. In the current study, this pattern was observed across adaptive and maladaptive religious coping, across analyses, and for patients and caregivers alike.
Many ethnic minorities such as Hispanics/Latinos and Blacks believe that mental illness is "an issue of faith" (Avent, Cashwell, & Brown-Jeffy, 2015; Campbell & Long, 2014) . Unfortunately, individuals who attempt to treat their mental illness solely with faith and prayer but continue to experience distressing symptoms may be met with unhelpful statements/beliefs which contribute to feelings of shame and guilt (e.g., "You didn't pray hard enough." or "You don't have enough faith;" Campbell & Long, 2014) . Thus, for many, the stigma and shame associated with having a mental health problem may represent major barriers to seeking or sticking with professional, secular care (Avent et al., 2015; Hamid & Furnham, 2013) . Families in the current study were able to overcome the aforementioned barriers and seek professional mental health care. However, families with religious caregivers and/or pa- This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
tients attended fewer therapy sessions when compared to their less religious counterparts. Interestingly, even though religion/ spirituality is an important culturally informed module of the CIT-S treatment, families with religious caregivers or patients were still at an increased likelihood of premature dropout. In other words, religious families attended fewer sessions, despite religion/spirituality being one of the topics covered. Study results may be explained by the "religiosity gap" theory. This theory posits that religious individuals may expect or assume that there will be fundamental differences in belief systems between them and their mental health professionals or, that their therapist may attempt to dissuade them from their faith (Crosby & Bossley, 2012) . Thus, it is possible that within our sample, religious families did not feel comfortable discussing their faith or religious beliefs with therapists from the current study. Instead of censoring themselves, feeling uncomfortable, or feigning agreement with the views presented regarding the etiology and treatment of schizophrenia, they may have preferred to look for a treatment that was congruent with their beliefs (Crosby & Bossley, 2012) . Results from our survival analyses support this assertion as most families who left treatment did so within the first three sessions. Interestingly, results also demonstrated that once CIT-S families made it to Session 10 and had completed the religion/ spirituality module, the likelihood of leaving treatment prematurely dropped to zero. This pattern seems to suggest that once therapists were able to demonstrate their openness, acceptance, and willingness to explore a family's belief system, the family was then willing to complete the full course of treatment. Although the majority of families did not provide an exact reason as to why they dropped out of treatment, one caregiver explicitly reported that due to church involvement, the patient had been cured of the illness and treatment was no longer needed. Study results may suggest that regardless of whether their coping strategies are adaptive or not, religious individuals may already be receiving support, guidance, and other resources from their spiritual institutions that could impact their willingness to remain in treatment elsewhere. Relatedly, religious families may have been less likely to believe in the efficacy of secular mental health treatments. While it is very likely that some CIT-S families had reasons for leaving treatment prematurely that were unrelated to their religious beliefs, it is also possible that some families held beliefs they felt were incongruent with our treatment and simply did not share them with us.
In the current study, results also demonstrated that higher levels of caregiver education and less severe patient psychiatric symptom severity were strong predictors of a decreased likelihood of attrition. These results are consistent with prior research and further underscore the need to address why certain populations are more likely to drop out of treatment prematurely. Patients with greater symptom severity may have greater difficulty staying organized and keeping track of their schedule. Similarly, the robust relationship between caregiver education and attrition may convey information about family members' day-to-day lives and how this might influence treatment-related decisions. Because education level and SES are closely tied, individuals with lower levels of education may face unique challenges (e.g., long and inflexible work schedules/multiple jobs, financial hardships, childcare and transportation issues) which must be addressed before these families can truly be invested and remain in treatment. Among families that provided a reason for dropout, financial difficulties and work schedule conflicts were the most commonly reported reasons for premature dropout.
Future Directions
The marketing and advertising of interventions and studies could be an effective communication and educational tool to begin to reduce the religiosity gap even before families enter treatment. By using advertisements that convey that individuals from diverse cultural and/or religious backgrounds are welcome to participate and that their existing beliefs will be incorporated into treatment by skilled, culturally sensitive therapists, we may be able to change how families perceive treatment. Instead of assuming that there will be a cultural mismatch, families may approach with intrigue and excitement. It is important to communicate that religious beliefs and/or services and mental health care are not mutually exclusive and mental health interventions will not attempt to dissuade participants from existing religious beliefs. These ideas should be emphasized and repeated throughout the course of treatment.
In the future, it will also be useful to examine how retention rates would be impacted by modifying the order of how materials are presented in religiously based treatments (such as CIT-S) that also contain secular modules. For example, by putting the religion/spirituality module earlier in the sequence, families may feel that the treatment is more compatible with their values, which may enhance rapport and reduce the likeli- This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
hood of premature dropout. It will also be important in future research to evaluate whether collaborations with religious institutions and leaders could help to improve engagement and retention rates in psychotherapy programs. Future studies should continue to explore religiosity and other important sociocultural variables and their relationships with treatmentrelated beliefs, behaviors, and decisions to prematurely terminate treatment (e.g., beliefs about the efficacy of secular mental health treatment, in relation to religiosity and treatment attrition). In addition, cultural and religious beliefs should continue to be explored in ethnic minority groups. Despite CIT-S being specifically designed to address a family's unique cultural and religious/spiritual beliefs, no CIT-S families with Black caregivers completed the treatment. As such, it may be particularly important to explore cultural views and norms in Black families to obtain a better understanding of their typically high dropout rates.
Limitations and Conclusions
The current study had a modest sample size which may have prevented us from identifying some significant relationships that might be detected with larger samples. It is also important to note that there may have been key differences in families who were willing to come in for treatment versus those who did not attend. In addition, although families with religious individuals were found to attend fewer sessions, it is possible that some religious families left treatment prematurely for reasons unrelated to their religious beliefs. Research designed to more comprehensively and systematically pinpoint why participants drop out of treatment could enhance future research. In conclusion, results from the current study indicate that religious clients are at greater risk of dropping out of family based treatments for schizophrenia. Study results may suggest that greater collaboration between religious institutions and mental health care providers is warranted. In addition, it will be important to convey to clients that faith and mental health care do not have to be mutually exclusive entities. This document is copyrighted by the American Psychological Association or one of its allied publishers.
